Objectives: This study investigated the appropriateness of treatment for patients admitted with ST-segment elevation myocardial infarction (STEMI) according to the current guidelines. We also aimed to determine in-patient and out-patient factors affecting optimal reperfusion therapy. Study design: The reperfusion therapy of 176 patients with provider to the time of initiation of a thrombolytic (door to needle time) were calculated. Similarly, the time from admission at the emergency service (ES) of our hospital after referral to the moadmission to ES at our hospital to the moment of initiation of a thrombolytic (ES to needle time) were calculated. In order to determine the amount of in-hospital delay, the time from ES admission to the call to the cardiology department and the time for the cardiologist to evaluate the patient and transfer time were recorded. Whether the referring physician was a cardiologist and the effect of work hours on the reperfusion period was also recorded. Results: The door to balloon time in the referred patient group was calculated as an average of 228 minutes, while the time for patients directly admitted to ES was calculated as an average of 98 minutes. Patients referred for the mechanical reperfusion period compared to American Heart Association (AHA) guidelines consisted of only 6% of the eligible patients, while according to the European Society of Cardiology (ESC) guidelines 13% of patients were appropriate. Patients who were directly admitted to ES, experienced rates according to AHA guidelines and 73% experienced these rates according to ESC guidelines. We also -cian's specialty (cardiologist or other) on reperfusion time. Conclusion: Compliance rates of reperfusion therapy for patients presenting with STEMI was very low. We realized, when taking into consideration the reasons for delay in terms of both health community and the policy of the country, it is obvious that we have to take strict measures.
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ABSTRACT
he cornerstone of acute myocardial infarction treatment is timely acute reperfusion. Guidelines exist, such as those from the European Society of Cardiology (ESC) and the American Heart Association time intervals in ST-segment elevation myocardial infarction (STEMI) therapy. Two separate guidelines propose that door-to-needle time should be lower than thirty minutes and door-to-balloon time should be lower than ninety minutes. However in some cases the ESC recommends that the delay should not exceed 120 minutes.
This study aimed to determine to what extent reperfusion therapy provided to patients admitted with STEMI was appropriate according to the criteria recommended in the guidelines. At the same time, we wanted to investigate the effect of working hours on reperfusion time and the effect of whether the physician who was referred to the patient was a cardiologist or another specialist.
Patients who were admitted to our faculty between December 17, 2008 and August 31, 2009 with ischemic left bundle branch block were considered for inclusion could be determined were included in this study.
The patients were divided into two groups: those who were referred to the center from outside, and those who were directly admitted to emergency service. Patients who were referred to emergency service were referred from the districts of Konya or close to the provincial (i.e., Karaman and Aksaray). Door-toballoon time, door-to-needle time, emergency serviceto-balloon time and emergency service-to-needle time were separately evaluated. In order to determine factors the could lead to a delay in the hospital, the time of emergency service admission, the call time for cardiology, the time for the cardiologist to evaluate the patient, and the transfer time for the patient to arrive at the angiography laboratory were recorded. Working hours were evaluated in three groups: 08:00-17:00, 17:00-24:00, and 24:00-08:00. Door-to-balloon time minutes, and above 120 minutes. The drugs applied during transfer were recorded from referral papers.
The duration of hospitalization, in hospital mortality rate and complications were recorded from the epicrisis of our clinic.
Statistical analysis
In all statistical analyses, the software SPSS version 15.0 (SPSS, Chicago, IL, USA) was used. Data was -centages), mean, number, and percentage. Nonparametric groups were compared with the Mann-Whitney U-test. The relationship between the groups in the Wallis test for post-hoc analysis of data, and the Bonferroni/Dunn test were compared. A value of p<0.05
This study enrolled 189 patients with STEMI (Table   coronary angiography taken to rescue percutaneous coronary intervention -cluded from the study. Other centers referred 151 pawere admitted to our emergency department directly. The mean duration of time from the onset of chest pain to application to health institutions was 122.7 minutes. PCI was applied as a reperfusion strategy in 127 referred patients, while the remaining twenty-four patients were given thrombolytic therapy. Door-to-balloon, door-to-needle, emergency-department-to-balloon, emergency-department-to-needle, and transfer times for all patients are given in Table 2 . Door-to-balloon time was longer in referred patients. However, door-to-needle times were similar in both groups. Patients directly admitted to our hosreferred patients. In addition, emergency-departmentto-balloon, emergency-department-to-needle and transfer times were shorter in referred patients. However, time for the cardiologist to examine the patients was similar in both groups.
tients) had been transferred from the other center having no cardiologist. Times over sixty minutes were recorded for 84% of patients referred (127 patients), 6% of referred patients (5 patients) from the center having no cardiologist had times of sixty minutes and shorter, and as a result, 14% of referred patients (12 patients) had ninety minutes and shorter times to reach the hospital. On the other hand, 18% of referred patients (12 patients) from the center having a cardiologist had times that were sixty minutes and shorter, and as a result 32% of these patients (21 patients) had times of ninety minutes and shorter to reach our hospital. tients bled from the puncture region, four patients exarrhythmias, and six patients experienced cardiogenic shock.
Despite advances in diagnosis and treatment in the last four decades, acute myocardial infarction (AMI) is the most serious health problem in developed countries and has an increasing importance in developing countries. Over one million patients with AMI per year are hospitalized to coronary intensive care units in the USA. [1] According to the results of coronary events per year in Turkey. [2] The relationship between treatment delay in primary PCI and adverse clinical outcomes is a well known association. [3, 4] Delay of primary PCI is a theoretical value which is calculated through the duration --py (door-to-balloon time -door-to-needle time). The extent to which the PCI-related time delay diminishes -ly-designed study has addressed this issue.
It was calculated that the PCI-related time delay -vention varies between 60 and 110 minutes, depend- [5] [6] [7] In another analysis of -lytic therapy up to a PCI-related delay of 120 min was calculated. [8] Another study indicated that this time delay varied considerably according to age, symptom duration, and infarct location. [9] Taking into account the studies mentioned above, primary PCI should be performed within two hours with a large amount of myocardium at risk, the delay Appropriateness rates regarding time for PCI according to the current ESC and AHA guidelines for PCI treatment of all patients are shown in Table 3 . The number of patients who underwent PCI in the appropriate periods according to ESC guidelines was found to be higher than those that were appropriate according to AHA guidelines. However, the number of patients admitted to directly to the hospital was found to be higher than referrals according to both guidelines when considering PCI application in appropriate periods (Table 3 ).
The specialty of the referring physician did not have any effect on door-to-balloon, emergency-service-to balloon, door-to-needle, and emergency-service-to-needle times. In addition, the application time of the patient during the day and whether the application day occurred on a weekend did not have any sigtimes.
The medications used during the delivery chain their rates are shown in Table 4 .
The complication rate of the patients in our clinic during the period of hospitalization was 11.6% and the median length of stay was four days. The in-hospital mortality rate was determined as 6.8% (Table 5) .
Several patients experienced complications during the study. Two patients experienced pseudoaneurysm in the puncture region. One patient experienced a coronary dissection during the procedure, while one patient had an acute cerebrovascular event. Three pa- In hospital mortality 13 6.8%
been performed, a maximum delay of only ninety -mendation in these patients. [10] In accordance with a large number of studies comrates in both the long and short terms. However, the viewed in the long , according to a current meta-analysis. [11] Although PCI is the preferred method of treatment in STEMI, reperfusion may be delayed for reasons such as transportation, waiting in the emergency department, and the preparation of the catheterization laboratory. Therefore, current guidelines resulting from the interpretation of these studies proposed the treatment method which can be applied earliest rather than the type of treatment in choosing reperfusion therapy.
Even in developed countries, this period of time recommended by the guidelines can be applied to less than 5% of transferred patients. [12] In the US, according to the data obtained from more than four thousand hospitals, the rate of patients with door-toneedle times under thirty minutes is 27% and the patients with door-to-balloon time under ninety minutes is 32%. [13] When data from all patients enrolled in the study was analyzed, it was shown that 13.8% of the patients undergoing primary PCI had door-to-balloon times of ninety minutes and under, 22.6% had times of 120 minutes and under, and 77.4% had times over 120 minutes. Only one of twenty-seven patients given thrombolytic therapy reached the target door-toneedle times. Because our cardiology department is mainly a PCI-applied clinic, the number of patients receiving thrombolytic treatment was supposed to be low. Therefore, the reliability of the door-to-needle value will be low.
The mean value of door-to-ballon time was calculated as 228 minutes in referred patients and ninety-eight minutes in patients directly admitted to the hospital. While mechanical reperfusion time was appropriate in only 6% of the referred patients according to the AHA guidelines, 13% of patients were eligible according to the ESC guidelines. As for the patients admitted directly to the emergency department, the appropriateness rates were 58% percent for AHA guidelines and 73% for the ESC manual. As expected, low rate values for the referred patients were mainly due to the prolonged period of time depending on the patient's dispatch and transportation.
While considering the procedures after arrival to our emergency department, emergency-to-balloon times were shorter in the referred patients than the patients directly admitted due to the wait times for the cardiology consultation and hospital transfer durations. As a result, we can say that the period of diagnosis for STEMI was longer in patients directly admitted to the hospital compared to referred patients who had been previously diagnosed.
proximately half of the patients were referred from areas which had cardiologists. Whether the physician referring the patient was a cardiologist or not did not have any effect on door-to-balloon and door-to-needle patients appropriate for thrombolysis were incorrectly referred. This may be due to physician's avoidance of responsibility, not following guidelines, or patients' persistent requests for referral to our hospital. Although the patients who underwent procedures durour study. [14] In addition, we detected that aspirin and heparin (unfractioned and low molecular weight heparin) therapies were administered in high rates but oral beta blocker and clopidogrel therapies were not given in adequate rates during patient transfers.
It was indicated in this study that the majority of the patients with STEMI could not receive appropriate reperfusion therapy. The reasons for this situation were the following: those areas that had a cardiologist therapy and prolonged patient transports due to paallied health personnel were inexperienced because of in PCI were not adequate. number of patients. Although our hospital is the refer-ence hospital in its area, the other centers where PCI was performed are located in the same region. Therefore, the patient population may disperse to these centers as well. This may be the main reason for the small number of patients enrolled in our study.
ly and to reduce mortality rates, the following are required: 1) Coordination must be established between 4) The current guidelines' recommendations must be -py must be made clear, especially in instances where trained medical teams who can interpret an ECG and transfer them to the center when necessary must be -nosis and rapid transfer in emergency departments be not be rotated out.
Each healthcare provider must determine its own reperfusion strategy immediately by taking into account its location, the patient's clinical condition, and the time at the onset of the patient's chest pain.
